Sir, I was gratified to read that Drs Casey, Price and Smith (August 1986 JRSM, P 454) are convinced of the superiority of cyclopropane as an anaesthetic induction agent for children after observing its use in our operating department. We do believe that cyclopropane is the best available inhalation induction agent, but are also completely aware of the need for full antistatic precautions wherever it is used. In fact, we do not use it in our X-ray department in the presence of machines designated unsuitable for use close to inflammable agents. I am certain that should an explosive accident occur with cyclopropane, this exceptionally useful agent would be withdrawn from clinical use in the United Kingdom.
E SUMNER

Consultant in Paediatric Anaesthesia
and Intensive Care Hospital for Sick Children, London Sir, I agree with the sentiments of Casey et al. (August 1986JRSM, p 454) regarding the potential difficulties of repeat anaesthesia for paediatric radiotherapy. However, I cannot endorse their described technique for the following reasons:
(1) The use of cyclopropane in a non-antistatic environment (in the proximity of electrical equipment, and with the close attendance of parents in potentially static-producing clothing) is hazardous and cannot be justified on the grounds of expediency.
(2) Inhalational induction performed in unsedated children with enflurane is both more difficult and frequently more stormy than with halothane, Repeat halothane exposure in children remains acceptable practice". (3) No mention of the use of any cardiovascular monitoring, despite prolonged inhalation anaesthesia, is made, Our Department has experience of over 5000anaes-thetics for paediatric radiotherapy, almost 80% of which have been performed with intramuscular ketamine and the remainder with an insufflation technique using halothane. Despite the acknowledged limitations of intramuscular ketamine, we continue to use this as our technique of first choice. We feel The potential danger of explosions due to cyclopropane's inflammability is a problem of which we remain well aware, and for this reason anaesthesia was always induced in a separate anaesthetic room well away from the 'mass of electrical equipment' in the treatment area. The Hazard Notice quoted by Dr Jenkins refers to a totally inexplicable incident involving ether that was in no way comparable to our practice.
Drs Harrison and Filshie are to be congratulated on their large series of patients successfully managed with ketamine. We are sure, however, that the large discrepancy between our respective complication rates (24% and 1.46%) is due to our practice of recording any difficulty such as crying or struggling at induction, copious salivation, slow recovery or postoperative vomiting as a complication of our technique. Drs Harrison and Filshie also have the great advantage of managing patients who already have a Hickman-Broviac catheter in situ. None of our patients had such lines inserted for cytotoxic therapy and we do not believe their associated morbidity would justify their insertion solely for induction of anaesthesia. Finally, we wonder if the addition of diazepam, a drug with a long half-life and active metabolites, prolonged recovery from anaesthesia or delayed postoperative feeding.
We share Dr Jenkins' enthusiasm for the pulse oximeter and believe it to be an extremely valuable monitor, especially in radiology and radiotherapy departments where lighting levels are low. We merely commented that the low saturation alarm on the machine we were using (an early Ohmeda model) was triggered by the radiotherapy apparatus, thus considerably diminishing its value. We would also like to suggest that if a child is breathing oxygenenriched air, haemoglobin saturation may be maintained even if there is partial airway obstruction and carbon dioxide retention is occurring. A capnograph may be a more sensitive monitor in such situations.
We can reassure Dr Braude that all our children had their cardiovascular system monitored by an ECG whilst they were receiving their radiotherapy. We do not, however, feel that we can agree with his suggestion that halothane remains a suitable agent in this situation. At a time when the Committee on Safety of Medicines is suggesting that the minimum interval between halothane anaesthetics should be three months', we believe it would be unwise to administer it over 30 times in less than two months.
In conclusion, we would repeat that the technique we advocate may not be the ideal method of anaesthesia for paediatric radiotherapy in every circumstance. It does, however, have the definite advantages that injections are not required, induction and recovery are rapid and the depth and duration of anaesthesia easily controlled. Nausea and vomiting are rare and appetite is not lost. Orbital cellulitis secondary to spread of infection from paranasal sinuses is a well recognized entity, and the serious complications due to delay Or maltreatment are also well known.
I disagree with his recommendation that 'failure to respond to medical treatment or deterioration of vision are clinical indications for orbital exploration'. Attempting to locate an abscess by high resolution CT scan can lead to a loss of valuable time, especially since such an investigation may not be readily accessible to the practitioner at the periphery. The use of ultrasound examination in this situation is extremely detrimental to the already exposed cornea due to advancing proptosis. The development of hypopyon ulcer with loss of the eye could be accelerated by the slightest injury to the corneal epithelium by the probes used in ultrasound techniques.
If orbital cellulitis is caused by an identifiable focus of infection in the paranasal sinuses, surgical drainage ofthe affected sinus is mandatory. Antibiotic therapy alone is not sufficient unless it is combined with this simple surgical procedure. Even if there is an initial resolution of cellulitis due to antibiotic therapy, the inflammation can recur or result in chronic infection and mucocele formation with displacement of the eye globe, giving rise to diplopia.
The two clinical cases mentioned in Mills' paper clearly illustrate the difficulty and danger of interference in the orbit when it is acutely inflamed. Even an attempt to pass a needle to drain an abscess from the orbit carries the risk of precipitating an orbital haematoma, adding insult to the already compromised eye.
It is important to realize that the orbit is a tightly packed bony compartment without any superfluous space. The slightest oedema of the orbital contents causes proptosis. Any disturbance of the minute subcompartments of muscles, globe, fat, nerves and blood vessels of the orbit, when it is in an inflamed state, causes further swelling and diffuse spread of infection with disastrous consequences.
The primary treatment of orbital cellulitis due to sinusitis must therefore be antibiotic therapy combined with surgical drainage of the affected sinuses. Our experience of surgical drainage of the affected sinuses as a primary procedure, in addition to medical treatment, has given us successful results in the management of all cases of orbital cellulitis secondary to sinusitis. T NIYADURUPOLA Department of Ophthalmology St Helen's & Whiston Hospitals, Merseyside
*Mr Mills replies below:
Sir, Most cases of orbital and periorbital sepsis secondary to sinusitis can be successfully managed with systemic antibiotics combined with antral washouts. There is no indication to open the frontal or ethmoidal sinuses during the acute phase of the illness. Occasionally, however, there is no response to this line of management. In these circumstances it is important to discover whether abscess formation has occurred within the orbit. This can be most efficiently done by means of a high-resolution CT scan, an investigation which does not lead to unacceptable delay and which is becoming available to an increasing number of units managing such patients. If the clinician does not have access to suitable special investigation facilities, the decision to operate must be made on the basis of the clinical findings.
There is no reason to believe that either of the cases described in my editorial lost their vision because we explored their orbits and I am not aware of any evidence to support Mr Niyadurupola's view that orbital exploration may compromise vision. There is, however, a well documented case report of a patient whose vision returned following prompt drainage of a subperiorbital abscess I. It is, after all, a sound surgical principle that abscesses should be drained. Alzheimer's Disease Society Sir, I was extremely interested to read Claire Rayner's editorial on 'The thirty-six hour day' (September 1986 JRSM, p 503). Your readers may care to know that in 1979 the Alzheimer's Disease Society was formed, its main aims being to support the carers of patients suffering from this disorder, to try and improve the facilities for patients with the disorder requiring care both long-term and respite, and to draw the attention of the government to the deficiencies in facilities for this group. It was also designed to educate both lay and professional people in the management of patients with Alzheimer's disease, It has now approximately 5000members, advertises research grants both social and medical, and provides counselling services at the Central Office and on a regional basis. Anyone interested may care to contact the Director at the address below, the more so as we are anxious to promote the awareness of the Society among the medical profession. ANNE 
